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Infarction of the Right Gastrocnemius Muscle in a Patient
without Diabetes Mellitus. A Case Report
Y. Komuro*, H. Aramoto, T. Miyata and H. Shigematsu
Division of Vascular Surgery, Department of Surgery, University of Tokyo, Tokyo, Japan
Muscle infarction after bypass graft occlusion for atherosclerotic occlusive disease in non-diabetic patients is uncommon.
The diagnosis of minor muscle necrosis not requiring surgical debridement in the presence of an acute graft occlusion is often
difficult to make. The incidence of this problem in non-diabetic patients with artheroscleotic disease as well as the utility of
magnetic resonance imaging in the diagnosis of minor muscle necrosis are presented below.
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Report
A 64-year-old man was admitted in September 1999,
with complaints of an acute pain, tenderness, and
swelling in the right calf in addition to a palpable mass
in the deep posterior compartment. His past medical
history was significant for myocardial infarction, infra-
inguinal arteriosclerosis and deep-vein thrombosis of
left lower extremity and tobacco use. There was no
history of diabetes mellitus, illicit drug use, or alcohol
abuse. He had undergone bilateral above knee
femoropopliteal bypasses with prosthetic for disabling
claudication secondary to superficial femoral artery
occlusion in May 1993. Post procedure ankle brachial
pressure index ranged from 0.7 to 0.9 with resolution
of his claudication symptoms. In August 1993, he
developed a left lower extremity deep-vein thrombosis
which was treated with bedrest and anticoagulation.
He denied any history of external injuries to his leg. He
was taking warfarin potassium 4 mg per day. On
admission, he was afebrile with a right ankle brachial
pressure index of 0.33. Admission laboratory tests
revealed a white blood cell count 9600/ml (normal
4000 to 9000/ml); hematocrit 43.2% (normal 40 to 48%);
blood glucose 86 mg/dl (normal 64 to 105 mg/dl);
hemoglobin A1c 5.0% (normal 4.3 to 5.8%); C-reactive
protein 0.8 mg/dl (normal less than 0.3 mg/dl);
prothrombin time international normalized ratio
1.37; activated partial thromboplastin time 40.4 s
(normal 27 to 37.0 s); creatine phosphokinase
2300 IU/l (normal 55 to 210 IU/l); myoglobin
1863 ng/ml (normal 0 to 70 mg/dl). Anti-phospholi-
pid antibody, antinuclear antibodies, anti-double-
stranded DNA and anti-smooth muscle antibodies
were negative. Homocysteine was not detected. An
ultrasonogram showed no evidence of deep-vein
thrombosis on of his right leg. An angiogram of the
right leg demonstrated an occlusion of the popliteal
artery and peroneal artery with reconstitution of the
distal anterior and posterior tibial (Fig. 1). Compared
with the patient’s previous angiogram in 1997 (Fig. 2),
most of the collateral arteries were occluded. Post-
contrast computed tomography (CT) indicated a
heterogeneously low-density area in the right medial
head of gastrocnemius muscle. Magnetic resonance
imaging (MRI) with T2 weighting demonstrated
diffuse high-signal intensity in the right medial head
of the gastrocnemius muscle without distinct fluid
collection or mass (Fig. 3). These findings were
compatible with myonecrosis of right gastrocnemius
muscle. His symptoms were resolved in two weeks by
bed rest, analgesics (loxoprofen sodium 180 mg per
day), and anticoagulation therapy with intravenous
injection of a heparin 5000 unit and alprostadil 40 mg
per day for a week. He has remained pain free for the
last three years.
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Discussion
Skeletal muscle infarction of the gastrocnemius is
uncommon secondary to multiple muscular branches
from the posterior tibial artery. In the case present
above, the posterior tibial artery was occluded.
Perfusion of the distal lower extremity occurred
through poor collaterals of the deep profunda via the
distal anterior and posterior tibialis. Retrograde flow
to the proximal gastrocnemius was poor resulting in
myonecrosis of this portion of the muscle. Focal
infarction of skeletal muscle is most commonly
observed as a complication of diabetes mellitus,
hypercoaguable syndromes like antiphospholipid
antibody syndrome and hyperhomocysteinemia.1 The
lack of these findings in the current case is unusual.
The use of MRI for the detection of skeletal muscle
necrosis is invaluable. MRI examination typically
demonstrates diffuse swelling and increased signal
intensity on T2-weighted images in the affected
muscles, with no focal fluid collections.2 An increased
signal is observed in the intramuscular and perimus-
cular tissue secondary to increased water content from
the edema and hemorrhage that accompanies the
infarction.1 However, in some cases, MRI findings are
inconclusive due to image similarities when compared
to soft tissue abscess, pyomyositis, and necrotizing
fasciitis.2 In previous reports, the diagnosis of skeletal
muscle infarction was based solely on analysis of
tissue biopsies.1 – 4 Biopsies can further support the
diagnosis, but prolong the course of the disease.5
Muscle biopsy may not be necessary except for
atypical or progressive cases.5 – 7
Recommended treatments for diabetes muscle
infarction include bed rest, analgesics, physiotherapy8
and anticoagulation therapy alone.9 In the present
case, those clinical and MRI features were very useful
for diagnosis and treatment of skeletal muscle infarc-
tion and we avoided unnecessary invasive diagnostic
examinations such as biopsies.
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